A 62-year-old woman was diagnosed as suffering from hairy cell leukaemia, on the basis of bone marrow biopsy results and a positive tartrate-resistant acid phosphatase stain. A single course of 2-chlorodeoxyadenosine was administered as a continuous intravenous infusion over seven days. During the following weeks her complete blood count reached almost normal values except for a lymphopenia of 0.5-1.0 x 109/1 which persisted during the following months and was attributed to the lympholytic effects of 2-chlorodeoxyadenosine. Bone marrow biopsy six months after treatment showed complete remission of the haematologic disease.
The immunohistochemical stain with a monoclonal anti-human hairy cell leukaemia antibody (clone DBA.44) was negative. Cultures were obtained from both lesions. While the microbiological test results were pending, the patient was treated for a week with clarithromycin for an incidental upper respiratory tract infection. A significant regression in the size of both skin lesions was noted. A 74-year-old man presented with a two-week history of fatigue, anorexia, upper abdominal pain and pyrexia. There was also a four-day history of constipation. On examination, he had a lowgrade pyrexia (37.8°C) and an aortic ejection systolic murmur. There was no evidence of cardiac failure. Investigations showed a haemoglobin of 11.0 g/dl with a mean corpuscular volume of 69 fl and a significant neutrophilia. Chest X-ray showed cardiomegaly with clear lung fields. Transthoracic echocardiogram showed a calcified aortic valve without any significant stenosis or regurgitation. Twenty-four hours after admission he developed abdominal distension with radiological evidence of large and small bowel dilatation. Sigmoidoscopy was normal up to 20 cm and he settled on treatment with intravenous cefotaxime, metronidazole and nasogastric drainage. His antibiotic regimen was changed to high-dose intravenous penicillin when Streptococcus sanguis was isolated from his blood cultures. A barium enema examination could not be performed due to recurrent worsening left ventricular failure. A repeat transthoracic echocardiogram was of limited technical quality and showed a thickened, regurgitant aortic valve. He underwent transoesophageal echocardiography (figure) and had an emergency aortic valve replacement. Eight hours postoperatively, while being extubated, he suffered an unheralded cardiac arrest from which he could not be resuscitated. 
